under his notice. He quite admitted, and had stated in his paper, that there might be difficulties in the early diagnosis, but he did not believe that this was the main reason of the frequent oversight of the disease. He attributed it to the fact that stomach-ache, screaming, and vomiting, which were the initial symptoms of an acute abdominal crisis in a baby, were of such everyday occurrence at this period of their existence that frequently, and very naturally, little significance was attached to them by the parent or medical attendant. He believed that if intussusception were more often kept in mind when these symptoms were present, and the determination was uppermost to confirm or exclude it, this could be accomplished in a large majority of instances by examination, as abdominal distension was absent early, as a tumour was usually present early, and as by bimanual examination, under anaesthesia if reeessary, very few tumours could escape detection in infants. Mr . Drew thought that the speaker was too pessimistic with regard to the results of resection, and mentioned two cases at the Queen's Square Hospital for Children which had recovered. Mr. Ridout also mentioned a case of successful resection. These successes, however, occurred in rather older children, and Mr. Drew admitted that they were the only recorded cases of recovery. While, therefore, these results were very satisfactory and a source of congratulation to the operators, they merely furnished the exceptions that proved the rule, that any operation for intussusception in infants, except laparotomy and easy reduction, is fatal. Several speakers had laid stress on the need for rapidity in operating, and he thought the revival of Murphy's button for this operation, as being absolutely the most rapid method of anastomosis, might be worth consideration, though he had never himself used it. Apart from all theoretical considerations, and judging from experience alone, the rapid operation which babies could tolerate, and the only operation they could tolerate, was laparotomy and easy reduction; and the treatment of cases of intussusception in babies in this way, and during the stage of the disease when this was possible, furnished the only hopeful outlook of a material reduction in its at present high mortality. Children did not always die of shock after the various operations; they sometimes succumbed to septic peritonitis or toxemia due to absorption from the infected intestinal contents.
A Case of Idiopathic Dilatation of the Colon. By CLAUDE C. CLAREMONT, M.D. D. W., A GIRL, aged 13 years, was admitted into the Royal Portsmouth Hospital on March 3, 1909. The mother gave the following account of her medical history: At the age of 2 years she had whoopingcough and bronchitis; when aged 4 years she had inflammation of the bowels-namely, vomiting, diarrhoea, fever, distension and abdominal pain. She recovered, but had a similar attack about a year subsequently, the swelling of the belly having in the interval diminished; but it increased again during the second attack. After this the belly became smaller, but it has never regained a natural size. Two or three years afterwards she had a "stoppage," during which there was no action of the bowel for three weeks. There was no vomiting, but there were attacks of pain which were relieved by passing flatus in large quantities and of offensive odour. After the bowels had acted she was taken to the Royal Hants Infirmary at Winchester, but no operation was proposed. Since this time patient has been going to school and has been in fair general health, but the abdomen has never been a natural size, and there has been a tendency to constipation. She was brought to the Portsmouth Hospital because her general health was failing.
The patient was a fairly well nourished, healthy-looking child, remarkable only for the size of her belly, which was striking. Her girth at the level of the umbilicus varied from 25 in. to 30 in., being evidently determined by a varying degree of flatulent distension. The belly was especially full on the flanks and appeared to be chiefly occupied by dilated ascending and descending colon, with a definite sulcus in the middle line. I could never satisfy myself as to the level of the transverse colon-a circumstance which was explained at the operation. The diaphragm was raised; the belly was everywhere resonant. Examination under an ancesthetic revealed nothing further. The pelvic viscera were normal. Nothing abnormal could be found in the rectum or neighbourhood of the sigmoid colon. She was tested with Calmette's ophthalmo-tuberculin on two or three occasions with a negative result. During her stay in the hospital her health, generally speaking, was fair, but deteriorated rather than otherwise. The constipation increased and required the systematic use of enemata, which acted better than aperient medicines. The temperature rose above normal for short periods. On several of these occasions the rise was accompanied by vomiting and constipation, and the patient was on the verge of intestinal obstruction.
Accordingly I asked my colleague, Mr. Childe, under whom the patient had been originally admitted, to explore the abdomen, which he did on July 5. On the belly being opened in the middle line it was found that the greater part was occupied by the large intestine, the transverse colon being folded on itself. It was directed downwards from the hepatic flexure almost to the pubes, and then upwards to the splenic flexure, the descending portion of this bend being to the right and the ascending portion to the left of the middle line, thus accounting for the central vertical sulcus which the belly presented before operation, and for the difficulty in appreciating the direction of the peristaltic action which was sometimes visible. The whole colon was much dilated, but the transverse portion and the upper half of the descending colon were enormously so. The extreme dilatation ceased abruptly half way down the descending colon, but the remaining portion of the descending and the whole of the ascending colon were decidedly dilated. The iliac and pelvic colon and the rectum were normal. The whole of the large gut seemed thickened and hypertrophied. The small intestines were also dilated and apparently hypertrophied, but to a much less degree. After consultation it was decided to remove the transverse and the upper part of the descending colon. This Mr. Childe accordingly did, closing the cut ends of the colon and making a lateral anastomosis. The patient bore the operation well. No mechanical cause of dilatation or obstruction could be found, nor was there any sign of tuberculous or other past inflammation. The patient did well until the evening of July 8, when she complained of pain in the abdomen. She died the same evening.
Post mortem it was found that the anastomosis had given way at one point, and faeces had escaped into the peritoneal cavity. This appeared to have been due to some hard faces which had worked its way up the ascending colon to the anastomotic opening.
I think there can be no doubt that the case I have narrated is an example of so-called idiopathic dilatation of the colon, or Hirschsprung's disease. These cases are rare. The dilatation and hypertrophy are not secondary to any recognizable mechanical obstruction, and persistent spasm or paralysis of the lower end of the gut has been invoked as a cause, but does not seem to have been demonstrated. A history of constipation can always be traced back to early childhood, if not to birth.
Most of the patients die in childhood, but some reach adult and even later middle life. Although they may live on the verge of intestinal obstruction, this seldom actually occurs. The danger which is always hanging over them, and to which most succumb, is toxaemia from intestinal absorption. This is characterized by profound collapse, associated with high temperature (in some cases reaching 108°:F. or 1090 F.) and rapidly leading to a fatal termination. There is variation in the part of the bowel affected. In this respect the present case is exceptional. It is more common for the sigmoid flexure to be most conspicuously dilated, forming a bag which may occupy the front of the belly, reaching to the umbilicus, or even to the epigastrium or the right hypochondrium. Fullness and impaired resonance in the left lower quadrant of the belly are significant from a diagnostic point of view. Also, although greatly distended, the belly is soft in contrast with the tension of chronic intestinal obstruction.
There is little to be said about the medical treatment of these cases. Various surgical procedures have been adopted. In Dr. Morley Fletcher's case' Mr. Betham Robinson opened the abdomen, and from within squeezed out the contents of the colon through the anus, and then closed the wound. Fifteen months later the patient was in good health, and presented no abnormal distension of the belly, but the rectum was ballooned. A few months later he died of toxcemia after a short illness, and after death the rectum and sigmoid loop were found enormously distended, and the rest of the colon considerably so.
I regret that our attention had not been called to this case before our operation. If the same procedure had been carried out previously to the excision, in all probability the child's life would have been saved and the operation would have been successful. The procedure obviously of itself fulfils a therapeutic indication, and I would suggest that it should form a routine part of all operations for the condition under consideration.
Other surgical operations have been tried.2 In one of Osler's cases colotomy was followed by a good result. Treves excised the descending colon, the sigmoid, and the upper part of the rectum; and effected a junction between the left end of the transverse colon and the anus. The patient was completely restored to health. When the dilatation has been chiefly confined to the sigmoid flexure it has been excised, and the descending colon joined to the rectum, so as to form a straight line.
It is a remarkable circumstance that in some of these cases the gut at the point of junction has subsequently undergone elongation and dilatation, so as to form a new sigmoid loop which has required another operation. In some cases the surgeon has been content to make an anastomosis between the two ends of the pelvic loop with temporary success, but the patient has subsequently suffered from volvulus of the loop, and it has been necessary to excise it. One patient was operated I Brit. Med. Journ., 1907 , i, p. 370. 2 Hawkins, Brit. Med. Journ., 1907 477. 181 on twice for volvulus, first of the natural loop, and after its excision of the loop which developed at the site of the junction of the gut. Even when these excisions have been successfully carried out, the patients have not always been cured of the constipation.
Remembering the temporary success which followed Mr. Betham Robinson's operation, it occurs to one that it might be worth while, before submitting a patient to a formidable operation, to try the effect of emptying the gut as he did, and of systematically flushing it through an appendicostomy wound. I notice that Dr. Cautley, in his recently published book, indorses this suggestion, reinarking that systematic. lavage in cases of colitis tends to produce contraction of the colon.
DISCUSSION.
Mr. LoCKHART MUMMERY said that in his opinion it was unwise to attempt removal of part of the colon in these cases, and better to remove the entire colon and anastomose the ileum to the rectum. Colotomy was a most fatal operation in these cases owing to the bowel usually tearing away. In one case he had performed appendicostomy for this condition with the object of preventing accumulation in the enormous colon. He had been pleased with the result, as the patient, who had previously had frequent attacks of intestinal obstruction, had since the operation a period of nearly three years--been free from these attacks.
Mr. CHILDE said he was greatly disappointed at the result of the operation. The diagnosis was not made beforehand. When the abdomen was opened the ascending, transverse, and descending colons were turned out and looked like three large footballs. The ascending colon was the least dilated, and the dilatation suddenly ceased at the ilio-pelvic colon. He excised the most dilated portion, consisting of the transverse and descending colons, measuring 36 in. in length and 12 in. in circumference. The ends were closed and a lateral anastomosis effected between the ascending and the ilio-pelvic colon. The girl at first did well, but subsequently developed peritonitis and died. A post-mortem examination revealed the fact that a hard scybalous mass from the csecum had become impacted in the anastomotic opening, and had caused ulceration and perforation at one point. He felt that if the ceecum had been sacrificed as well at the time of the operation, and the whole of the large intestine to the ilio-pelvic colon had been excised, this accident would not have happened and the patient would in all probability have recovered.
